A 39-year-old Chinese lady was admitted to hospital for an emergency caesarian section under general anaesthesia. After intubation it was discovered that there was diminished air entry to the left side. The cause could not be elicited during anaesthesia and a postoperative chest radiograph revealed no abnormality. Subsequent tomography revealed a mass in the lumen of the left main bronchus. Biopsy of the lesion revealed an adenoid cystic carcinoma (bronchial adenoma -cylindroma type). By causing airway obstruction with gas trapping this rare neoplasm may present as the cause of a problem mimicking more common complications of endotracheal intubation.
CASE HISTORY
A 39-year-old Chinese housewife, gravida two and paragravida one, was admitted to hospital for an emergency caesarian section for foetal distress.
After a rapid assessment, the patient was given atropine 0.6 mg, thiopentone 200 mg, paralysed with suxamethonium 100 mg and intubated with a 7.5 mm endotracheal tube. Auscultation of the chest revealed diminished air entry on the left side.
The endotracheal tube was checked and adjusted to ensure that right-sided endobronchial intubation had not occurred. No rhonchi or crepitations could be detected. The left lung was percussed and found to be hyperresonant. A provisional diagnosis of left pneumothorax was made and an underwater drain inserted through the second intercostal space. However, no air was expelled. Aspiration of the endotracheal tube revealed no secretions.
The patient's condition remained satisfactory. Her colour was pink, her blood pressure was 120/80, and air entry to the right side was unrestricted and clear. The urgency of the operation necessitated that surgery proceed without delay. The baby was delivered, breathing and crying spontaneously with an Apgar score of nine, and the operation was completed uneventfully. Anaesthesia had been maintained with fifty per cent oxygen and nitrous oxide supplemented with intravenous pethidine and thiopentone. As the patient was clinically well with one lung ventilation, the neuromuscular block was reversed and she was extubated. She appeared comfortable but air-entry remained diminished on the left side.
A supine chest X-ray taken in inspiration immediately postoperatively revealed no significant abnormality. The next morning she developed a left pneumothorax with an associated pleural effusion. These required drainage which was effective. However, persistent diminished left lung air entry suggested an obstructive lesion of the left main bronchus and this was confirmed by tomography. A soft tissue mass was shown protruding into the lumen from the lateral border and almost obliterating the lumen.
A bronchoscopy was performed and biopsy of the growth revealed an adenoid cystic carcinoma or bronchial adenoma of the cylindroma type. The patient underwent left pneumonectomy.
DISCUSSION
Bronchial adenomas represent five to ten per cent of all primary lung neoplasms, occur more frequently in females than males, and have a low grade malignant potential.' 3 Histologically, they include a bronchial carcinoid tumour, 4 the adenoid cystic carcinoma (cylindroma)5 and mucoepidermoid tumour. Cylindromas comprise ten to fifteen per cent of bronchial adenomas. They are more invasive, and McBurney et al. report a threefold greater likelihood of metastasis. 3 These tumours may cause symptoms due to bronchial obstruction, their secretory activity and their capacity to metastazise. 7 Persistent cough, haemoptysis, impairment of drainage of the respiratory passages with secondary infections, bronchiectasis, emphysema and atelectasis are frequent occurrences. 6 -9 This lady was asymptomatic and pregnancy did not affect the clinical picture. Nevertheless, pulmonary function studies would probably have detected an increased residual volume and decreased vital capacity. After induction of anaesthesia the bronchial adenoma produced a ball-valve type of obstruction resulting in diminished air entry with air trapping in the left lung. The obstructive lesion posed a diagnostic problem for the anaesthetist after endotracheal intubation. The lack of a preoperative Anaesthesia and Intensive Care, Vol. X, No. 2, May, 1982 pulmonary assessment, because of the urgency of the surgery, compounded the problem.
Causes of diminished air entry to one lung include endobronchial intubation, pulmonary collapse, pneumothorax, pulmonary aspiration, pneumonia and endobronchial obstruction from retained secretions, foreign bodies such as dentures, and bronchial adenomas. In this patient a definite diagnosis was made only after tomography.
